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Introduction
A large body of cross-national scholarship has examined the association between international migration and fertility trends and levels. This scholarship typically looks at social disruptions caused by migration, which are usually associated with a decline in fertility immediately before and after the move, and at subsequent adaptation of migrants' fertility preferences and behavior to those dominant in host societies. In addition, migrants' premigration socialization as well as selection into migration, which are often related to distinct reproductive propensities, have been widely examined (e.g., Abbasi-Shavazi and McDonald 2000; Carter 2000; Mayer and Riphahn 2000; Lindstrom and Giorguli-Saucedo 2002; Andersson 2004; Parrado 2011) . However, research on reproductive behavior of international migrants seldom looks into variations by legal status, largely because information about migrants' legal status is rarely collected in surveys. Yet, legal status is highly consequential for a wide range of international migrants' outcomes in the host country, including access to health care (e.g., Castañeda 2009; Viladich 2012; Willen 2012) , and therefore may affect migrants' reproductive options and choices.
To address this gap in the literature, we examine induced abortion experience and contraceptive behavior among working native women and migrant women from Central Asia in the Russian Federation (hereafter also Russia), a major destination for international migrants that has received remarkably little attention from scholars of sexual and reproductive health. We use a unique data set which, in addition to comparing natives and migrants from Kyrgyzstan, Tajikistan, and Uzbekistan, allows us to distinguish between migrants of different legal statuses.
3 Specifically, following earlier research (Agadjanian, Menjívar, and Zotova 2017) , we compare two groups of migrant workers: Those who have Russian citizenship or permanent residence, whom we define as fully regularized, and those who have temporary residence status (obtained either legally or not) or who do not even have a temporary residential registration.
Background
In contrast to the substantial literature on native-vs.-migrant differentials in fertility outcomes, relatively little research has addressed such key proximate determinants of fertility as access to and utilization of abortion and contraceptive services. This research, however limited, points to instructive differences between migrants and natives. For example, a study in Sweden (Helström et al. 2003) found that immigrant women had higher induced abortion rates than Swedish-born women. In Finland, immigrants of several origins, such as the Baltics, Russia, Southeast Asia, and subSaharan Africa, had higher abortion rates than native Finnish women (Malin and Gissler 2008) . Immigrants were also more likely to use abortion than natives in two recent Spanish studies (Rodriguez-Alvarez et al. 2016; González-Rábago et al. 2017) . Immigrant women in the Netherlands were found to have higher risks of repeat abortions compared to native Dutch women (Picavet, Goenee, and Wijsen 2013) . Looking for explanations of these differentials, a study in Denmark concluded that disproportionate use of abortion among immigrant women was largely attributable to their socioeconomic disadvantage and higher parity (Rasch et al. 2008 ). In the same vein, du Prey et al. (2014) , who did not detect any significant immigrant-vs.-native differences in abortion in their study in Canada, suggested that this finding could be explained by a relatively high socioeconomic status of immigrants in their sample.
Use of induced abortion is related to contraceptive use. As several studies have demonstrated, contraceptive use among immigrant women can often be hindered by a combination of economic, cultural, and institutional barriers (Manderson et al. 2002; Betancourt, Colarossi, and Perez 2013; Farid et al. 2013; Poncet et al. 2013; Akerman et al. 2016 ). In the above-cited Swedish study by Helström et al. (2003) , migrant women had lower contraceptive prevalence than did native women. Garcés-Palacio, Altarac, and Scarinci's (2008) study of low-income Latina immigrant and non-Latina women in a US setting found significantly lower contraceptive rates among the former.
The difference between migrants and natives, however, may not be only in overall contraceptive prevalence but also in contraceptive method choice. For example, White and Potter (2013) , using nationally representative US data, found that Mexican-born immigrants tended to use less effective methods compared to nonimmigrants. Immigrant women seeking abortion in Canada reported lower levels of hormonal contraceptive method use at the time of pregnancy than did nonimmigrant women (Wiebe 2013) . White and colleagues (2016) also observed relatively low use of hormonal contraception in their qualitative study of recent Latina immigrants in the United States South, which the authors attributed to various cultural and social barriers. Similarly, Alvarez-Nieto and colleagues (2015) noted that contraceptive choices of immigrant women in Spain were strongly affected by the cultural notions and norms in places of origin. Yet Quelopana, and Alcalde (2014) also argued that immigrant women in the United States context gradually adapt to reproductive health norms, including those related to contraceptive choices and practices, in the host society. And Gonzalez et al. (2010) did not find evidence of culturally rooted barriers to contraceptive use among recent Latina immigrants in the American Midwest.
In addition to socioeconomic and cultural characteristics, undocumented status may greatly limit migrants' access to basic reproductive services (Wolff et al. 2005; Schoevers, van den Muijsenbergh, and Lagro-Janssen 2010) and specifically to effective contraceptives (Casillas et al. 2015) . For example, undocumented status, along with other disadvantages, was shown to constrain Mexican immigrants' access to abortion services in the United States (Deeb-Sossa and Billings 2014). However, research focusing on the role of legal status remains scarce, and it is typically qualitative in nature and is based on convenience samples. Hence, there is a great need for quantitative assessment of variations in reproductive behavior according to immigrant legal status to complement the insights of the qualitative scholarship.
Context
Contraception and abortion in post-Soviet Eurasia
Modern contraceptive use was low in the former Soviet Union (Popov, Visser, and Ketting 1993; Remmenick 1993 ). In the context of an overall low contraceptive prevalence, however, a relatively high prominence of the IUD -mainly because of almost total unavailability of hormonal contraception -was a peculiar part of the Soviet family planning culture, especially on the periphery of the Soviet empire, such as Central Asia (Popov, Visser, and Ketting 1993; Avdeed 1994) . In the quarter century after the breakup of the USSR, contraceptive use, especially use of hormonal methods, has increased considerably in Soviet successor states but still remains low by Western standards. In Russia, for example, despite rising contraceptive prevalence, the unmet need for modern contraception is as high as 17% (Rosstat 2012: 25) . Unmet need is comparable or higher in Central Asia: 18% in Kyrgyzstan (KDHS 2013: 119) and 23% in Tajikistan (TDHS 2013: 90) (no recent data on Uzbekistan is available). Notably, the IUD continues to dominate the contraceptive choice in the region: Based on most recent available data, among all currently married women aged 15-49 who reported using modern contraception, 66% in Kyrgyzstan (KDHS 2013: 111) , 72% in Tajikistan, and 82% in Uzbekistan (UHES 2004: 57) were using the IUD. In contrast, only 25% of married modern contraceptive users in Russia opted for that method (Rosstat 2012: 21) .
The historically low levels of modern contraceptive use in the former Soviet Union are partly related to high reliance on induced abortion (Henshaw 1986; Popov 1991; Remennick 1991 Remennick , 1993 . Legalized in 1955, abortion on request was widely available and used, especially in the European parts of the USSR and the European-origin population in its Asian parts (Popov 1991; Remennick 1991; Mogilevkina et al. 1996; Agadjanian and Qian 1997) . Post-Soviet Russia has seen growing opposition to abortion, most forcefully voiced by the religious establishment of all faiths and often echoed by the government officialdom concerned about low rates of population growth (Denisov and Sakevich 2014) . Official statistics and surveys show a continuous decline in abortion rates throughout the post-Soviet era (Denisov and Sakevich 2014; Philipov et al. 2004 ). Yet, abortion has remained a major method of fertility regulation in Russia and other parts of post-Soviet Eurasia, even though studies point to increasing variations in abortion rates across the Soviet successor states (David and Popov 1999; Agadjanian 2002; Denisov, Sakevich, and Jasilioniene 2012) .
Official abortion statistics from the former Soviet Union should be used with caution, as they may underestimate abortions performed by private providers and selfadministered medication abortions (e.g., Jilozian and Agadjanian 2016) . However, assuming that the undercount of abortions does not vary dramatically across post-Soviet settings, the available statistics point to a sharp contrast in abortion levels between Russia and other post-Soviet states, especially those in Central Asia: While the abortion rate in Russia is as high as 38 abortions per 1,000 women of reproductive age, it is 16, 11, and 5 abortion per 1,000 women in Kyrgyzstan, Tajikistan, and Uzbekistan, respectively (Sedgh et al. 2011: 88) .
Migration to Russia
A f t e r t he d i s s o l u t i o n o f t he U S S R , t he R u s s i a n F e d e ra t i o n h a s b e c o m e a m a j o r destination for international migration and currently hosts, according to different estimates, either the second largest (Ratha, Eigen-Zucchi, and Plaza 2015) or the third largest (United Nations 2016) number of international migrants. The majority of international migrants in Russia come from the countries that once were part of the Soviet Union, with three predominantly Muslim nations of Central Asia -Kyrgyzstan (population of 6 million), Tajikistan (9 million), and Uzbekistan (32 million) -accounting for a large and growing share. Because citizens of those nations do not need a visa to enter the Russian Federation, many Central Asians come to Russia, at least initially, as tourists or private visitors, before starting to work. Moscow, the Russian capital and by far the largest city, has been a primary magnet for these migrants, but the destinations of migration flows have been diversifying to include other Russian cities.
Labor migration from Central Asia began almost exclusively as male, but women have come to constitute an increasingly large share of the migration flow (Tyurukanova 2011; Khusenova 2013; Rocheva and Varshaver 2017) . Because pathways to legal work, permanent residence, and ultimately Russian citizenship (for those who seek it) are complex and costly, many Central Asian migrants, men and women alike, have temporary status, often with numerous legal irregularities (e.g., lacking migration registration, residential registration, or work permit) and therefore are often marginalized, harassed, and exploited by their employers and law enforcement officials (Reeves 2013a; 2013b; Abashin 2014; Malakhov 2014; Gorina, Agadjanian, and Zotova 2017) . Central Asian migrants' ethno-racial background (most are darkerskinned and are phenotypically distinct from the majority of Russians, and many have poor command of the Russian language) and religion (most, if not all, are Muslim) add to their economic and legal marginalization (Zakharov 2015; Agadjanian, Menjívar, and Zotova 2017) . While some migrants from Central Asia manage to obtain Russian citizenship, many intend to return to their home countries after working in Russia (Agadjanian, Gorina, and Menjívar 2014) . 4 Reproductive health care services, including abortion procedures and family planning consultations, are -in principle -available free of charge to Russian citizens and permanent residents through the national Compulsory Medical Insurance (CMI). Although CMI does not cover contraceptives or medical abortion drugs (Methotrexate/Misoprostol), the quality of care is uneven, and patients are often forced to pay for additional services both officially and informally. Russian citizens and permanent residents are at a great advantage compared to temporary and irregular migrants, who are excluded from most public health sector services and typically must resort to expensive fee-based private providers.
5 These differential constraints could have implications for migrants' access to and use of reproductive health information and services.
Conceptualization and hypotheses
Our conceptual model engages the insights from the reviewed cross-national literature on abortion and contraception among international migrants and on the role of legal status in access to abortion and contraceptive services. At the same time, it adapts these insights to the post-Soviet reproductive, cultural, and institutional context and to the particularities of international migrants' legal experiences in the Russian Federation. The reviewed literature typically suggests that migrants would have higher abortion rates and lower contraceptive rates than native women. However, this might not be the case in the context of post-Soviet Russia, where induced abortion, despite growing religious and official disapproval, remains widely acceptable and used. In fact, given greater traditionalism of Central Asian migrants compared to natives (i.e., mainly ethnic Russians) and the long history of ethnic differentials in abortion use, migrant women may have lower use of induced abortion than native Russian women. At the same time, fully regularized migrants (i.e., those with Russian citizenship or permanent residence) may have greater abortion use than migrants in more precarious legal positions, as such status offers access to free or highly subsidized abortion services in the public health sector. Citizenship and permanent residence status may also connote greater integration into Russian reproductive mores, including the persistent presence of what some researchers labeled as 'abortion culture' (Stloukal 1999; Agadjanian 2002) .
The second part of our analysis is focused on modern contraception. While acknowledging the role of traditional contraception for fertility regulation, the focus on modern contraception (hereafter also simply contraception) is particular important given the above noted connection between access to modern contraceptives and legal status. With respect to modern contraception, the reviewed literature, with few exceptions (e.g., Gonzalez et al. 2010; Quelopana and Alcalde 2014) , tends to find lower contraceptive prevalence among migrants compared to natives. Although comparable evidence from Russia is lacking, overall, there is no reason to expect that the migrant-vs.-native differential in contraceptive prevalence should deviate from this pattern. Fully regularized legal status, however, may facilitate access to contraception, and corresponding differences among migrants should be expected. At the same time, the historic-cultural legacies may imprint the method choice, with migrants gravitating to more familiar and established options, which in the post-Soviet context are represented primarily by the IUD, while natives favoring 'newer' (even if not more effective) methods such as the pill and condoms. Again, fully regularized status may bridge these divergent method preferences, pushing migrants toward method choices that are dominant among the native population.
The above assumptions yield the following key general hypotheses. With respect to induced abortion, we first hypothesize that Central Asian migrant women are less likely to have had an induced abortion, compared to native Russian women (Hypothesis 1a). We also hypothesize that fully regularized migrants are more likely to have had an induced abortion, compared to migrants of temporary or irregular status (Hypothesis 1b).
With regard to modern contraception, we test three hypotheses. First, we hypothesize that migrants are generally less likely to use contraception, compared to natives (Hypothesis 2a). We also hypothesize that fully regularized migrants are more likely to use contraception, compared to temporary and irregular migrants (Hypothesis 2b). Finally, we test two hypotheses regarding contraceptive method choice. First, we hypothesize that migrants overall are more likely to use long-acting methods, especially the IUD, while natives are more likely to use short-acting contraceptives, such as hormonal pills or condoms (Hypothesis 2c). However, assuming different degrees of assimilation of the two migrant subgroups into Russian contraceptive mores, we also expect that temporary/irregular migrants are more likely to choose long-term methods over short-term ones, compared to fully regularized migrants (Hypothesis 2d).
Data and methods
Data
Data used in this study comes from a survey of working women conducted in 2012-2 0 1 3 .
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Novosibirsk, and an additional site, the city of Yekaterinburg. The survey sample totaled 940 women aged 18-40 and included representatives of three migrant ethnic groups -Kyrgyz, Tajik, and Uzbek -as well as a control group of nonmigrant (native) women. Because the vast majority of female Central Asian migrants work in eateries (mainly as waitresses and cleaners), semi-formal produce and clothing bazaars (as stall owners and/or vendors), and formal retail and grocery stores (as sales clerks and cleaners), the survey focused on women working in these industries.
Conventional, household-based approaches to sampling international migrants are not feasible in the Russian context. Instead, to sample women working in eateries and formal retail, a time-venue approach was used. A three-stage sampling procedure was implemented. At the first stage, each city's territory was parceled into squares of approximately 5 km 2 . In a randomly selected sample of these squares all eateries and retail outlets were recorded. At the second stage, eateries and retail outlets were randomly selected from the lists. At the final stage, women aged 18-40 who were migrants from the three Central Asian groups and nonmigrants (the control subsample) working at the selected establishments were approached for a survey interview at approximately the same time of day (if more than one eligible woman worked at a given establishment, one was randomly selected).
To sample women working in bazaars, first, bazaars were randomly selected from the complete list of each city's bazaars. Then in each selected bazaar, a target number of women was chosen using a random-walk algorithm (if the selected bazaars did not yield the target number of respondents of each ethno-provenance, additional bazaars were added). As a result of this sampling procedure, approximately one-third of the sample in the two main sites, Moscow and Novosibirsk, came from each of the three types of workplace -retail, eateries, and bazaars. In Yekaterinburg, a complementary site, only women working in bazaars were included. In all three sites, the sample was more or less evenly split among the four ethno-provenance groups. The overall survey participation rate was 61%, and it was higher among migrants (78%) than among natives (39%).
All survey participants were administered a fully structured questionnaire through a face-to-face interview in the language and place of their choice. All interviewers were themselves migrants from the three countries and were matched with respondents by ethnicity and language, which helped build the interviewer-respondent rapport and thus improve the quality and reliability of reporting, especially on such potentially sensitive matters as legality, income, or reproductive history (Zotova and Agadjanian 2014) . The survey instrument included questions on respondents' sociodemographic background, ethnocultural and socioeconomic characteristics, reproductive and migration history, and legal status, among others. The survey design, instrument, and procedures were approved by the Institutional Review Board of Arizona State University and the Ethics Committee of the Institute of Ethnology and Anthropology of the Russian Academy of Sciences.
Method
Outcomes and predictor. The outcomes of interest are: (1) Whether or not a respondent had at least one induced abortion (a dichotomy, separating those who had at least one abortion from those who never had one); (2) Whether or not a migrant respondent had at least one abortion since her migration to Russia (the corresponding analysis excludes natives); (3) Current use of modern contraception overall (a dichotomy -using a method vs. not using a method); and (4) Current use of modern contraception by type of method (a trichotomy that separates nonusers from users of short-term methods, such as the pill or condom, and from users of long-term methods, mainly the IUD but also tubal ligation).
Migration/legal status is the predictor. To test our hypotheses, we follow an earlier approach (Agadjanian, Menjívar, and Zotova 2017) to subdivide respondents into three groups: native Russians (regardless of prior experience of internal migration); migrants who are Russian citizens or permanent residents (fully regularized migrants); and migrants who have temporary or irregular status. As argued earlier, Russian citizenship or permanent residence status, in addition to allowing full access to state health services, can also be seen as a marker of migrants' exposure to dominant Russian sexual and reproductive mores.
Models. Logistic regression for binary outcomes is used for the multivariate analysis of abortion experience. We start with a model for the entire sample (n = 940), in which we contrast Russian natives, migrants with Russian citizenship/permanent residence, and temporary/irregular migrants. This model controls for respondents' age groups: under 26, 26-30, 31-35, and 36-40. It also controls for the number of living children and for coresident marital partnership. Education is included as a set of dummies: high school or less, vocational school, and at least some university education. T he mo de l a ls o co nt ro ls f o r t he s e c to r o f w o rk, w hic h by des ign i nc lude s t hre e categories -retail, eateries, and bazaars -and occupational type, which is operationalized as a dichotomy -higher-status occupations (e.g., sales clerk, chef, bazaar stall owner) vs. lower-status occupations (e.g., cleaner, dishwasher, stall owner's helper). Total monthly income in Russian rubles and the type of earnings -fully official (i.e., processed entirely through payroll or fully reported to tax authorities) vs. at least partly nonofficial -are also controlled for. Finally, the model controls for the data collection site -Moscow vs. Novosibirsk/Yekaterinburg.
We then fit a model for the migrant subsample only (n = 694); in addition to the covariates included in the previous model, this model controls for migrants' ethnoprovenance (Kyrgyz, Tajik, or Uzbek) and for the duration of migrants' stay in Russia (duration since most recent migration for women who reported multiple prolonged spells in the country). This model also controls for abortion experience prior to migration (whether the respondent had at least one abortion before coming to Russia).
For the analysis of current contraceptive use, we also employ logistic regression. First, we fit a binomial model predicting whether respondents currently use any modern contraceptive method. The analytic sample is limited to nonpregnant respondents who considered themselves fecund (n = 884). The model includes the same covariates as in the first abortion model above, as well as recent exposure to sexual intercourse. The second binomial model is restricted to migrants only (n = 644) and includes, in addition to the same controls, ethno-provenance and duration of stay in Russia since the most recent migration. Finally, we fit method-specific models. In these models, contraceptive use is operationalized as a trichotomy -none, a short-term method, and a long-term method; accordingly, multinomial logistic regression is used. Again, we fit two models: one for the entire sample and another for migrants only (also adding controls for ethnoprovenance and length of stay in Russia).
In the following section, we begin with a presentation of the descriptive analysis of induced abortion and contraceptive use across the three migration/legal-status groups. We then present the results of multivariate models for the two outcomes of interest.
Results
Descriptive results
Induced abortion. Table 1 displays the percentage of women who had at least one abortion and shares of pregnancies ending in induced abortion by nativity and legal status. Native women clearly stand out: They had 0.85 abortions on average, and fully one-third of them had at least one abortion in their lifetimes. Slightly over half of their pregnancies were aborted, more than double the rate among migrants. Yet, intriguing differences within the migrant subsample also emerge. Fully regularized migrants aborted a noticeably higher share of their pregnancies and comprised a much higher fraction of those who had at least one abortion than did their temporary/irregular counterparts. Also, notably, while this general pattern holds for both premigration and postmigration pregnancies, the contrast between the two subgroups of migrants appears starker in the after-migration period. Contraceptive use. Table 2 shows current contraceptive prevalence in the three migration/legal-status groups. All three groups have comparable levels of overall contraceptive use, clustering around the sample average of 42.1%. However, when we disaggregate contraceptive use by type of method, we see a stark contrast between native Russians, who greatly favor short-term methods (mainly condoms but also the pill), and migrants, who use both short-term methods and long-term methods (overwhelmingly the IUD but also two cases of tubal ligation). This pattern fits with the higher use of induced abortion among native women. Differences between the two migrant subgroups -somewhat greater reliance on short-term methods among fully regularized migrants vs. higher use of longer-term methods by temporary/irregular migrants -can also be observed. Note: Infecund and currently pregnant excluded.
Multivariate results
Induced abortion. The results of a logistic regression model predicting the likelihood of having ever had at least one abortion are presented in Table 3 , Section A. These results align with the descriptive results (Table 1) in producing a stark contrast across the three legal-status groups, with nonmigrants showing the highest likelihood of having had at least one abortion and temporary/irregular migrants the lowest. As the parameter estimates suggest, compared to regularized migrants (the reference group), Russian natives have 2.4 times higher odds of experiencing an abortion in their lifetime (OR: exp(0.88) = 2.41) while the odds of having had an abortion are 59% lower among temporary/irregular migrants (OR: exp(-0.89) = 0.41). The model displayed in Section B.1 of Table 3 restricts the analysis to the migrant subsample. The gap between temporary/irregular and fully regularized migrants is only slightly smaller than in the previous model (OR: exp(-0.76) = 0.41) and remains statistically significant. These results support our hypotheses H1a and H1b. n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a 0. Next, we compare the induced abortion experience of fully regularized and temporary/irregular migrants before and after coming to Russia. The results of the corresponding pair of logistic regressions are presented in Sections B.2 and B.3 of Table 3 . The results show no statistically significant difference between the two categories of women in before-migration experience. In contrast, the difference in the probability of postmigration abortion between the two groups is significant: temporary/irregular migrants are less likely than their fully regularized counterparts to have had an abortion since their arrival in the Russian Federation after controlling for other factors, including the length of stay in Russia. This result gives additional credence to H1b.
Among the effects of other covariates, we note a negative effect of coresident partnership (except in the postmigration model). Education and income do not show any net association with abortion experience, nor does the length of migrants' stay in Russia. Differences across the work sectors and ethnocultural differences are also present, but their explanation requires special investigation.
Contraceptive use. We start the multivariate analysis of current contraceptive use by fitting two binomial logistic regression models predicting the likelihood of current modern contraceptive use -one for the entire sample and one for the migrant-only subsample. The models produce no significant differences across the three migration/legal-status categories (results are not shown but are available upon request). Hypotheses H2a and H2b are therefore not supported. We then fit a multinomial logistic regression in which the outcome can take one of three values -not using, using a short-term method (mainly the pill or condom), and using a long-term method (mainly the IUD). Table 4 displays the results of this model for all women. The model shows no statistically significant difference between the two subgroups of migrants but a pronounced contrast between migrants, whichever their legal status, and natives. Confirming the bivariate patterns, natives are significantly more likely to opt for shortterm methods than long-term methods compared to either migrant subgroup, regardless of age, education, partnership characteristics, sexual frequency, work-related characteristics, and place of residence. Yet, contrary to the pattern suggested in the descriptive analysis, the net difference between the two migrant subgroups is small and not statistically significant. Finally, we fit the same model for migrants only: This model confirms the similarity between fully regularized and temporary/irregular migrants in contraceptive method preference (results are not shown but are available upon request). The results lend support to hypothesis H2c but not H2d. Among notable effects of other covariates, some university education is associated with preference for short-term methods, as is higher-status occupation. Women in permanent partnerships, while more likely to use modern contraception overall, were also more inclined to using long-term rather than short-term methods. Respondents interviewed in the capital city were more likely to favor long-term methods than those surveyed in the provincial sites. No age difference in method choice could be observed.
Discussion and conclusion
Our study adds to the literature on migration and reproductive behavior by focusing on a major, yet understudied, migrant-receiving context and exploring variations in abortion and contraception not only between migrants and nonmigrants but also across categories of migrant legal status. With respect to induced abortion, we found significant differences across the three migration/legal-status groups: Native women showed the highest likelihood of having used an abortion, followed by fully regularized migrants and temporary/irregular migrants. Moreover, fully regularized migrants had a higher probability of aborting a pregnancy than temporary/irregular migrants only in the postmigration period. The detected patterns in abortion use by nativity and migrant legal status conform to two hypothesized pathways through which legal status may be conducive to greater abortion use in that context: migrants' assimilation into Russia's 'abortion culture' and their access to state-run abortion services. The survey data does not allow us to formally distinguish between the two pathways, but we argue that both operate simultaneously and should not be analytically separated. Notably, our findings differ from those of studies in other migrant-receiving contexts, where overall abortion use is much lower and where migrants typically have higher abortion rates than natives (e.g., Helström et al. 2003; Rasch et al. 2008; Picavet, Goenee, and Wijsen 2013; Rodriguez-Alvarez et al. 2016; González-Rábago et al. 2017) . Again, however, due to data limitations, these studies could not be compared to our findings with respect to the role of legal status.
In contrast to considerable variation in induced abortion, we found no net difference in overall contraceptive prevalence across nativity and legal status. We propose that this pattern may reflect the relatively low pecuniary and access costs of modern contraception compared to those of induced abortion. With respect to contraceptive method choice, although the bivariate results alluded to some variations within the migrant subsample, in the multivariate analysis all migrants, regardless of legal status and other characteristics, were much more likely than natives to opt for the IUD -a relatively well-established method in the Soviet and early post-Soviet contraceptive tradition, especially in the Central Asian region. In comparison, natives were more inclined to use relatively 'novel' -even if generally less effective -shortterm methods such as the pill and condoms. Taken together with our findings on induced abortion, this finding illustrates the peculiar reproductive landscape in today's Russia, which is shaped by earlier historical legacies, cultural mores, and service availability, as well as institutional and structural divides that its immigration legal regime produces. Yet, although the Russian societal and reproductive context is unique in many respects, our findings regarding contraceptive use do align with some evidence produced by Western scholarship. For example, Garcés-Palacio et al. (2008) , in their study in a US setting, detected substantial differences between Latina immigrants and nonimmigrant women in contraceptive method choice: Immigrants were more likely to use injectable contraception, while nonimmigrants preferred oral contraceptives or tubal ligation. As noted earlier, White, Ocampo, and Scarinci (2016) found culturally rooted concerns about oral contraceptives among recent Latina immigrants in the United States. Norms and preferences from the origin settings also influenced contraceptive choices of immigrants in Spain (Alvarez-Nieto et al. 2015) .
Despite its pioneering nature, our study has limitations. The sample, while covering most typical sectors and occupations of migrant women, is not representative of the entire migrant population: Conducting a fully representative survey of migrants in contemporary Russia is impossible for both practical and political reasons. In addition, although unlike most studies of migrants we could distinguish between fully regularized and temporary/irregular migrants, information on precise timing of change in legal status is not available. As with most migrant-focused cross-sectional studies, we cannot account for selection into migration, which along with migrants' adaptation to the host environment may affect their abortion use and contraceptive behavior (cf., White and Potter 2013) . Moreover, some selection into different legal-status paths may be a factor influencing reproductive choices. It is also possible that abortion use may have been disproportionately underreported by migrants due to certain cultural dispositions; however, the relative acceptability of abortion throughout the post-Soviet cultural space and the format of the interview assuring maximum trust between interviewers and respondents attenuate the potential scale of abortion underreporting. Moreover, there is no reason to suspect that the underreporting of abortion should vary between fully regularized and temporary/irregular migrants after holding other characteristics constant. Another limitation is that we could not directly link abortion and contraceptive use (e.g., through contraceptive failure). That several potentially time-varying covariates are measured at the time of survey also calls for caution in interpreting our results.
Finally, we should remind that international migrants' reproductive behavior and outcomes need to be seen within a broader context of migrants' long-term economic and family-building strategies (Lindstrom and Giorguli-Saucedo 2007; Parrado and Flippen 2012) . Although our analysis, based on cross-sectional survey data, could not address these evolving contingencies and aspirations, it usefully informs future research efforts.
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